INTRODUCTION AND OBJECTIVES:
The American Association for the Surgery of Trauma (AAST) injury scale is the most widely used grading system for renal trauma. However, reproducibility of the AAST grading is not well studied. We aimed to assess the agreement for AAST renal trauma grading between radiologists and the grades entered in a multi-center database of high-grade renal trauma.
METHODS: Data on high-grade renal trauma (AAST grades III-V) was collected from 14 Level-1 trauma centers from 2014-2017. Patients with initial CT scans were included. 2 radiologists, blinded to the submitted AAST grades and outcomes, reviewed the scans and re-graded the injuries according to the 1989 original AAST grading (O-AAST). After measuring the inter-radiologist agreement, both radiologists were asked to reach consensus on the discrepancies. The reproducibility of AAST grading was evaluated using weighted Kappa analysis for ordinal variables. Inter-radiologists agreement as well as final agreement between re-graded readings (O-AAST) and the injury grades submitted by the centers (C-AAST) were measured. Agreement was interpreted based on the kappa coefficient as slight (0-0.20), fair (0.21-0.40), moderate (0.41-0.60), substantial (0.61-0.80), and almost perfect (0.81-1.00).
RESULTS: 322 patients met the inclusion criteria. Injuries were submitted by centers as grade III (59.8%), grade IV (33.1%), and grade V (7.1%). Upon re-grading the injuries, inter-radiologist agreement was substantial for O-AAST (Kappa: 0.76, 95% CI: 0.66-0.84). After resolving the discrepancies, injuries were re-graded using the O-AAST as non-gradable (1.2%), grade I (0.9%), grade II (4.6%), grade III (71.5%), grade IV (16.6%), and grade V (5.2%). Comparing the O-AAST re-grading and C-AAST, the agreement was moderate (Kappa: 0.50, 95% CI: 0.40-0.60). Overall, 27% of injuries were downgraded, 5% were upgraded, and 68% remained the same.
CONCLUSIONS: The agreement between center-reported renal injury grades and re-grading of injuries by radiologists blinded to the outcomes was moderate and many injuries were downgraded. These findings have implications for using AAST grading for both predicting the need for interventions, as well as using administrative data, such as the National Trauma Databank for research purposes when AAST grade is an important variable.
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MP04-03 TREATMENT COMPLICATIONS ASSOCIATED WITH EXTRAPERITONEAL BLADDER INJURIES: RESULTS FROM THE MULTI-INSTITUTIONAL AAST STUDY OF BLADDER TRAUMA
INTRODUCTION AND OBJECTIVES:
There are no clear treatment algorithms with strong evidence base for the management of extraperitoneal bladder injuries (EBI). Accordingly, patients can be managed either surgically or conservatively with Foley catheter drainage and healing by secondary intention. We analyzed treatment failures and complications associated with EBI management using a large, multi-institutional cohort of traumatic bladder injuries.
METHODS: A prospective study of bladder injury was performed from 2014-2017 at 16 Level-1 trauma centers. Patients with EBI were included in the study. All intraperitoneal and combined intraperitoneal/extraperitoneal injuries were excluded. Patient characteristics and complications were compared between those receiving initial conservative management (CM) and surgery (S). Treatment failure for CM was considered on the basis of need for definitive surgical repair of EBI for any reason following an initial period of catheter drainage.
RESULTS: Of 205 traumatic bladder injuries, 90 EBI were identified (mean age 43.5 yrs, 62.3% male). Of the EBI patients, 53 were managed in the initial period with Foley catheter drainage (CM) while 37 underwent surgery (S) ( Table 1 ). In the CM group, 15.1% (8/ 53) failed an initial period of catheter drainage and required definitive surgery at a mean of 10.4 days from time of injury. Although the rate of complications between CM and S cohorts were similar (22.6% vs. 24.3%, p[1.0), initial S recipients who developed complications had significantly higher AAST bladder injury scores than CM counterparts (3.9 vs. 2.6, p[0.02). On multivariate analysis, AAST bladder trauma score was the only predictor of a urologic complication (OR 19.7, p[0.002) .
CONCLUSIONS: This analysis of a large multi-institutional database reveals a greater than 1 in 5 complication rate in patients presenting with low severity EBI who are managed with initial Foley catheterization. Conversely, patients who undergo initial surgery have a similar complication rate that seems to occur in patients with significantly higher risk bladder injuries as determined by AAST bladder score. While further investigation is necessary, initial surgery performance in lower risk EBI patients may offer improved patient morbidity.
